A significant number of youth in the United States experience traumatic events that substantially increase the risk of physical and behavioral health problems across the life span. This public health concern warrants concerted efforts to promote trauma-informed, evidence-based practices that facilitate recovery. Although youth-focused trauma-specific treatments exist, determining effective ways to disseminate and implement these services-so that they are available, accessible, and sustainable-poses an ongoing challenge. This paper describes a comprehensive model for such implementation, the community-based learning collaborative (CBLC), developed as part of Project BEST, a four-phase statewide initiative to promote trauma-focused practices. The CBLC augments the learning collaborative model by including clinical and nonclinical (i.e., broker) professionals from multiple service organizations within a targeted community. CBLCs aim to build capacity for sustained implementation of trauma-focused practices by promoting interprofessional collaboration among those involved in the coordination and provision of these services. This paper describes the iterative development of the CBLC by examining participant completion data across the three completed phases of Project BEST (N ϭ 13 CBLCs; 1,190 participants). Additionally, data from Project BEST's third phase (N ϭ 6 CBLCs; 639 participants) were used to evaluate changes in the frequency of specific practices, pre-to post-CBLC, and post-CBLC perceived utility of CBLC components. High participant completion rates, significant increases in reported trauma-focused practices, and positive ratings of the CBLC's utility provisionally support the feasibility and efficacy of the model's final iteration. Implications for implementation and CBLC improvements are discussed.
facilitate recovery from trauma (SAMHSA, 2014) . While traumaspecific treatments for children exist (de Arellano et al., 2014; Dorsey, Briggs, & Woods, 2011) ; their availability remains limited (Hoagwood et al., 2014; Hurlburt et al., 2004) . To address this public health exigency, effective and feasible dissemination/implementation strategies for such interventions are needed. This paper describes one novel implementation framework-the Community-Based Learning Collaborative-and provides preliminary evidence of its feasibility and utility in a statewide, 10-year trauma-focused initiative, called Project BEST.
Overview of Project BEST
Project BEST (Bringing Evidence-Supported Treatments to South Carolina Children and Their Families; www.musc.edu/projectbest) was established in 2007, with funding from the Duke Endowment. The overall mission of this statewide initiative is to ensure that all children and their families in every community in South Carolina receive appropriate trauma-focused services when needed. Project BEST included an initial development and pilot phase (2007) (2008) (2009) (2010) (2011) , involving three CBLCs; a second phase (2011) (2012) (2013) (2014) (2015) , involving four CBLCs to expand capacity of trauma-specific treatment across the state; and a third phase (2014 -2016) , the South Carolina Trauma Practice Initiative (SCTPI), which involved a partnership between Project BEST and the South Carolina Departments of Mental Health and Social Services, and included six CBLCs. The temporal overlap across Project BEST is due to start/end dates of CBLCs that fell across phases. Participants for Project BEST's first two phases were primarily self-selected. However, because of a specific request from the state Departments of Mental Health and Social Services to train their staff, Phase 3 participants were selected primarily by agency leaders.
Project BEST focused on disseminating and supporting sustained implementation of Trauma-focused Cognitive Behavioral Therapy (TF-CBT; Cohen, Mannarino, & Deblinger, 2017) because it is among the most well-established, empirically supported, and widely disseminated trauma-focused treatments for children (Cary & McMillen, 2012; de Arellano et al., 2014; Dorsey et al., 2011) . Since training without subsequent coaching and consultation insufficiently supports sustained practice change (Beidas, Edmunds, Marcus, & Kendall, 2012; Beidas & Kendall, 2010) , significant attention was paid to selecting Project BEST's implementation framework.
Implementation Frameworks
Although various implementation frameworks are relevant to instituting trauma-informed care (e.g., Herschell et al., 2015; Marsac et al., 2016) , Learning Collaboratives have been used increasingly to implement a variety of mental health EBPs (Ebert, Amaya-Jackson, Markiewicz, Kisiel, & Fairbank, 2012; Nadeem, Weiss, Olin, Hoagwood, & Horwitz, 2016) .
Learning collaborative (LC). Adapted from quality improvement collaboratives, such as the Institute for Healthcare Improvement's (2004) Breakthrough Series, the LC model is a multicomponent implementation framework designed to train staff from multiple levels of an agency (e.g., therapists, clinical supervisors, and senior leaders) to learn, deliver, and sustain an EBP. Given its promise of promoting large-scale improvements in EBP fidelity and availability, LCs have been implemented in over 35 states (Nadeem et al., 2016) , and several of these have targeted child trauma-focused practices (Cohen & Mannarino, 2008; Ebert et al., 2012; Herschell et al., 2015) .
One limitation of the LC model is its emphasis on training teams of mental health practitioners from single agencies to implement a targeted EBP. Although this increases the supply of trained practitioners, it is unlikely to impact a community's overall service system because it does not include methods to increase awareness of and demand for the EBP, notably among agencies that may identify and refer clients in need of the EBP. Also, the LC does little to increase interagency collaboration-which promotes the reach of a newly implemented EBP (Palinkas et al., 2014) . To address these limits and address the goals of Project BEST (i.e., statewide dissemination of trauma-focused services), the LC framework was augmented to create-and subsequently utilize and validate-the Community-Based Learning Collaborative model.
Community-based learning collaborative (CBLC). While a CBLC shares many commonalities with a LC (see Table 1 ), it expands the focus to a community of clinical and nonclinical professionals from multiple key service organizations (e.g., mental health, schools, child welfare). During the initial planning phase, senior leaders from relevant local service agencies identify the scope of the CBLC-targeted "community," including the service organizations that need to be involved and the geographical boundaries of clients served by these agencies. Thus, a targeted community could be a single county or city, multiple rural counties, or several neighborhoods in a large urban municipality. Beyond these senior leaders, CBLC participants include those providing mental health services (i.e., clinicians) and those who broker services through referrals (i.e., brokers). This format is based upon a social-economic model of supply and demand: brokers create demand by learning about the EBP, identifying who it is for, how to make quality referrals, and how to collaborate and monitor services; whereas, clinicians provide the supply by learning how to deliver the EBP. CBLCs aim to build capacity for sustained EBP implementation by promoting collaboration between professionals because such collaboration has been found to improve use of mental health services and clinical outcomes for children (Bai, Wells, & Hillemeier, 2009) . CBLCs foster interprofessional collaboration, strong leadership, information sharing, goal consensus, mutual trust, and respect (Aarons, Ehrhart, Farahnak, & Sklar, 2014; Chaudoir, Dugan, & Barr, 2013; Durlak & DuPre, 2008; Palinkas et al., 2014) across four stages: Exploration, Preparation/ Adoption, Implementation, and Sustainability (see Table 2 ; Aarons, Hurlburt, & Horwitz, 2011) .
The Exploration Stage includes telephone and in-person meetings that identify key community senior leaders likely to have influence within and across agencies. It also involves the creation of a Community Change Team comprised of multidisciplinary professionals from multiple agencies who will work together to support local EBP implementation. The Community Change Team aims to cultivate relationships, trust and communication across multiple agencies and professional disciplines, making this a distinguishing feature of the CBLC relative to LCs that focus primarily on training a single type of provider (e.g., mental health clinicians).
During the Preparation/Adoption Stage, a Community Assessment is conducted. This involves agency self-studies and brief telephone interviews with selected key stakeholders (i.e., agency directors, supervisors, and front-line professionals) conducted by This document is copyrighted by the American Psychological Association or one of its allied publishers.
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the implementation team to identify gaps in services, resources, and interagency coordination. The Community Assessment also informs decisions about participant selection and planning events (e.g., phone calls, in-person meetings) to facilitate successful completion of the CBLC activities (e.g., described below). After participant selection, an Orientation Session is conducted-in-person or via tele/video conference, with all participants, to present information about the CBLC goals, rationale, logistics, and participant requirements. The Implementation Stage involves in-person trainings (Learning Sessions) that incorporate both didactic and experiential (e.g., behavioral rehearsal of skills) instruction using adult learning principles (Dunst & Trivette, 2009; Stuart, Tondora, & Hoge, 2004) . Learning Sessions aim to promote EBP knowledge among all participants, EBP use by clinicians, case management/monitoring activities by brokers, and strategies for senior leaders to build agency support and community infrastructure for sustained EBP delivery. Learning Sessions also involve interactive crossdiscipline group activities (Fixsen, Naoom, Blase, & Friedman, 2005; Nadeem, Olin, Hill, Hoagwood, & Horwitz, 2013) to foster professional collaboration related to trauma screening, appropriate referrals, and case monitoring to increase successful treatment completion. Thus, in comparison to the siloed training format of LCs (e.g., clinical training only), the CBLC's cross-discipline community approach attempts to improve EBP implementation and treatment outcomes by providing opportunities for building, strengthening, and sustaining collaboration. Between and after Learning Sessions are Action Periods, where professionals apply the above skills and participate in group consultation calls (bimonthly for clinicians and monthly for brokers and senior leaders) for further practice with expert consultation, as this is viewed as critical to successful EBP implementation (Beidas et al., 2012; Fritz et al., 2013; Sholomskas et al., 2005) .
The Implementation Stage also includes weekly and monthly metrics based on continuous quality improvement methods (Deming, 2000; Fixsen et al., 2005) . These metrics assess clinicians' EBP use and related skills; brokers' use of the screening, referral, and case management strategies; and collaboration (e.g., contacts to discuss treatment progress and referrals). Summary reports provide feedback to participants about CBLC and agency activities, foster ongoing outcome monitoring, and also help to identify potential areas of deficiency for further training or actions by senior leaders, consultation experts, and/or the Community Change Team. Monthly metrics continue for a designated period (e.g., 6 months to a year) during the Sustainment Stage to assess (a) continued use of skills, (b) ongoing involvement in the Community Change Team, and (c) need for additional training and/or consultation to support fidelity and address staff turnover.
Current Study
The first purpose of this paper is to describe the iterative development and completion of CBLCs across the three phases of Project BEST, culminating in a description of our current Phase 3 CBLC model. The second purpose is to evaluate changes in the frequency of trauma-specific practices among brokers, clinicians, and senior leaders taking part in Project BEST's Phase 3 CBLCs. The third purpose is to evaluate participants' perceived utility of each of the Phase 3 CBLC components in fostering learning and the implementation of knowledge and skills.
Method Participants
A total of 58 agencies from all 46 counties participated in Phase 3's six CBLCs, with a range of 1 to 25 participants per agency (M ϭ 5.57; SD ϭ 7.04). Of those agencies, 81% were from one of the state department of mental health clinics; 7% were from Child Advocacy Centers; 2% were in independent practice; less than 1% were employed in Juvenile Justice centers, hospitals, or pediatrician offices; and the remaining 9% were from "Other" agencies.
Data Collection Procedures
Participant tracking data. The Project BEST data coordinator tracked participant completion for each of the CBLC activities, including attendance at Learning Sessions, consultation calls completed, and number of clinician training cases (see Table 3 ).
Pre-and post-CBLC online surveys. For Phase 3 CBLCs, participants completed an online survey at two-time points: (a) pre-CBLC (prior to attending the first Learning Session) and (b) post-CBLC (i.e., after completing consultation calls). Specifically, clinicians completed the TF-CBT Practices Scale pre/post-CBLC; brokers completed the Broker Trauma Practices Scale pre/post-CBLC, and Senior Leaders completed the Senior Leader Practices Scale, administered post-CBLC only. All participants rated the utility of the CBLC components post-CBLC.
Measures
TF-CBT Practices Scale. Drawn from the Clinical Practices Questionnaire (Deblinger, Cohen, Runyon, & Hanson, 2005) , the TF-CBT Practices Scale measures therapy techniques, procedures, and practices commonly used in the mental health treatment of children with trauma symptoms. Specifically, 40 items measure practices that should be used when delivering TF-CBT (e.g., "Helped parents and children communicate openly about past traumatic events"), and 4 items assess practices that should not be used (e.g., "Allowed the child or their supportive parent to lead or direct most of the sessions"). To complete this measure, clinicians were first asked to consider the child trauma-focused cases they saw in the past three months and then to indicate for what percentage of these cases they used each of the practices along a six-point scale (0 ϭ none, 1 ϭ 1-20%, 2 ϭ 21-40%, 3 ϭ 41-60%, 4 ϭ 61-80% and 5 ϭ 81-100%). Items with TF-CBT contraindicated practices were reverse-scored. Higher scores indicate more use of TF-CBT-appropriate clinical practices and less use of inappropriate practices. For both the pre-CBLC sample (n ϭ 338) and post-CBLC sample (n ϭ 127), the overall scale's internal consistency was excellent (␣s ϭ .97 and .92, respectively).
The TF-CBT Practices Scale includes seven subscales: General Clinical Skills (7 items; e.g., Established an agenda and structure for each therapy session.), Psychoeducation (2 items; e.g., "Provided specific information about the types of traumatic event(s) the child has experienced"), Coping (8 items; e.g., "Helped the child identify and correct maladaptive thoughts"), Gradual Exposure (14 items; e.g., "Encouraged the child to describe thoughts, feelings, or sensations experienced during the trauma"), Personal Safety (4 items; e.g., "Taught the child to identify people, places, or situations that could be dangerous"), Behavior Management (5 items; e.g., Discussed with parents how to use a behavioral reward system), and Multidisciplinary Collaboration (4 items; e.g., "When Department of Social Services was involved, you worked with the worker to overcome obstacles to the family coming to treatment consistently"). For the pre-CBLC sample, subscale internal consistencies were good to excellent (␣s ϭ .82-.90; see Table 4 ) and standardized, intersubscale correlations ranged from .57 to .86 (M ϭ .74, SD ϭ .10). For the post-CBLC sample, internal consistencies were also good to excellent for all subscales (␣s ϭ .84 -.96), save for General Clinical Skills (␣ ϭ .68). Broker Trauma Practices Scale. This 29-item self-report questionnaire, developed for Project BEST, assessed evidencebased, trauma-informed practices used by brokers as part of case management for children and families who have experienced trauma and/or abuse. Similar to the TF-CBT Practices Scale, the Broker Trauma Practices Scale asked brokers to think about child trauma cases seen in the past three months and indicate the percentage of those cases they used specified practices on an identical 6-point Likert (i.e., 0 ϭ none to 5 ϭ 81-100%), with higher scores indicating use of evidence-based trauma practices with a larger percentage of child trauma cases. For overall scores, internal consistency with both the pre-and post-CBLC samples was excellent (␣s ϭ .94 and .97, respectively).
Furthermore, the Broker Trauma Practices Scale includes four subscales: Assessment (7 items; e.g., "Screened child for symptoms of PTSD using a standardized measure of PTSD"), Psychoeducation (3 items; e.g., "Provided child and parents or caregivers with information about common reactions to abuse and traumatic events"), Service Planning (8 items; e.g., "Developed a service/ treatment plan for the child and family that included TF-CBT"), and Multidisciplinary Collaboration (11 items; e.g., "Communicated frequently with the therapist to discuss the family's participation, engagement, and progress in treatment"). For the pre-and post-CBLC samples, the subscales' internal consistencies were consistently high, respectively ranging from .79 to .88 and .86 to .97 (see Table 4 ).
Senior leader practices. These 13 items, developed for Project BEST and administered post-CBLC only, assessed the degree to which senior leader respondents felt the CBLC helped to increase their knowledge and apply information relevant to implementation of trauma-focused practices (see Table 5 ). Items were scored on a five-point scale (0 ϭ not at all, 4 ϭ a great deal), with overall scores ranging from 0 to 52. Internal consistency for the sample was excellent (␣ ϭ .95).
Utility of the CBLC. As part of the post-CBLC survey, participants were asked to rate the degree to which each of the nine CBLC components (see Table 6 ) helped them learn and implement the knowledge and skills taught in their respective track (i.e., clinician, broker, or senior leader). Each component was rated on a scale of 1 ϭ not useful to 5 ϭ extremely useful. The internal consistency was good for the overall sample (␣ ϭ .86) and for each of the subsamples (i.e., clinicians ␣ ϭ .87, brokers ␣ ϭ .89, and senior leaders ␣ ϭ .85). This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Statistical Approach
CBLC iterations and completion rates. Descriptive statistics were used to examine participants' completion of specific CBLC activities; chi-squared tests compared overall CBLC completion rates across phases and participant tracks (i.e., clinicians, brokers, senior leaders).
Changes in trauma-focused practices. Two repeatedmeasures MANOVAs, using Pillai's Trace, evaluated the CBLC's overall effect (i.e., from pre-to post-CBLC surveys) across (1) all seven measured domains of clinician TF-CBT practices and (2) all four measured domains of broker trauma practices. To facilitate comparisons of assessed practice domains, subscale scores were transformed to a consistent metric by dividing each raw subscale score by the number of items in said subscale. When necessary due to violations of sphericity, p values were corrected using Greenhouse-Geisser or Huynh-Feldt, depending on epsilon value. For significant multi- (Benjamini & Hochberg, 1995) . This document is copyrighted by the American Psychological Association or one of its allied publishers.
variate effects, follow-up univariate contrasts were conducted at the subscale and item levels. Utility of CBLC components. One-way ANOVAs with Welch tests (due to heteroscedasticity and unequal groups) were conducted to examine differences in the perceived utility of CBLC components across tracks (i.e., clinicians, brokers, and senior leaders). Given the number of these tests, the false discovery rate method (Benjamini & Hochberg, 1995) was used to correct the inflated risk of Type I errors without overcorrecting the family wise error rate.
Finally, given the presence of significant missing data (i.e., only 142 clinicians and 46 brokers from Phase 3 fully completed both pre-and post-CBLC surveys), independent t tests were conducted and confirmed that post-CBLC survey completers and noncompleters did not significantly differ on any pre-CBLC measured variable (i.e., self-reported trauma practices, TF-CBT skills and knowledge, organization support/barriers, supervision, demographics). List-wise deletion was conducted to parsimoniously address missing data (Allison, 2001) .
Results

CBLC Iterations and Completion Rates Across Project BEST Phases
In Phase 1, the first CBLC included 47 professionals (30 therapists, 9 brokers, and 8 senior leaders) who attended the first Learning Session. This CBLC involved four 2-day, in-person Learning Sessions and required clinicians to complete 14 consultation calls. Pre-CBLC surveys were not administered, and training case data and weekly metrics were not collected consistently. Based on participant feedback, the two other cohorts conducted in Phase 1 (n ϭ 61 and n ϭ 109) had three, rather than four, 2-day Learning Sessions, and the required number of consultation calls for clinicians was reduced to 12. Across all Phase 1 CBLCs, 242 participants (155 clinicians, 61 brokers, and 26 senior leaders) attended the first Learning Session, and 91 participants (38%) completed all training requirements (see Table 3 ).
Phase 2 consisted of four CBLCs. The number of Learning Sessions in each was reduced from three to two, based on participant feedback. A total of 309 participants (184 clinicians, 77 brokers, and 48 senior leaders) attended the first learning sessions, and 126 participants (41%) completed all training requirements for their tracks (i.e., clinical, broker, or senior leader).
In Phase 3, 639 professionals attended the first learning session (338 therapists, 174 brokers, and 127 senior leaders) and 433 participants (68%) completed all training requirements, a significant increase from both Phase 1 ( 2 ϭ 65.62, p Ͻ .001, h ϭ .61) and Phase 2 ( 2 ϭ 58.38, p Ͻ .001, h ϭ .53); whereas, the difference in completion rates between Phases 1 and 2 was nonsignificant ( 2 ϭ 0.90, p ϭ .34, h ϭ .08). Follow-up analyses indicated that completion rates for all three tracks (see Table 3 ) were significantly higher in Phase 3 compared to Phases 1 and 2 rates, although the size of these gains differed markedly by track. Namely, improvements in clinician completion rates were small (Phase 1 to Table 3 ).
Changes in Trauma-Focused Practices
Clinician practices. Multivariate results using Pillai's Trace indicated a main effect for time, in that clinicians' reported use of trauma-focused practices increased from pre-to post-CBLC; F(1, 141) ϭ 38.00, p Ͻ .001, p 2 ϭ .23. A significant main effect for TF-CBT practice domains indicated that there was significant variability in the use of specific types of F(3.76, 136) Table 4 ). Follow-up analyses indicated that 30 out of 44 practices (68%) were used significantly more pre-to post-CBLC, after correcting for the family wise error rate. Overall, clinicians reportedly used 32 of the 44 practices (73%) with at least half of their child trauma cases (see Table 4 ). Broker practices. Multivariate analyses using Pillai's Trace also indicated a significant main effect for time, in that brokers' reported use of trauma-focused practices increased from pre-to post-CBLC; F(1, 45) ϭ 13.14, p ϭ .001, p 2 ϭ .23. There also was a significant main effect for practice domains, as brokers reported significant variability in the use of specific broker trauma practice domains, F(2.56, 43) ϭ 8.40, p Ͻ .001, p 2 ϭ .16. Finally, results indicated a significant interaction between CBLC time-point and practice domains; F(2.47, 34) ϭ 7.71, p Ͻ .001, p 2 ϭ .15; which indicated that brokers increased their usage of some types of broker trauma practices more than others. Specifically, brokers reported significant pre-to post-CBLC increases in their use of evidence-based trauma assessment (d ϭ .68), trauma psychoeducation (d ϭ .43), and multidisciplinary collaboration (d ϭ .46). Reported use of evidence-based service planning and referral practices also increased typically from pre-to post-CBLC (d ϭ .28), but the increase was small in magnitude and not statistically significant after correcting for the family wise error rate (see Table  4 ).
Senior leader practices. As Table 5 depicts, senior leaders generally perceived that the CBLC had a positive impact across all of the assessed practices. Specifically, 76% of respondents reported that the CBLC improved all 13 practices a lot or a great deal.
Utility of the CBLC
The utility of CBLC components was rated relatively high, with 69% of respondents rating all CBLC components as very or extremely useful. The components most commonly rated as very or extremely useful were Learning Sessions (87%), online training courses (81%), and training cases for clinicians (83%). Significant cross-track differences were noted for five components. Namely, compared to brokers, clinicians and senior leaders rated training components higher (i. Table 6 ).
Discussion
CBLC Iterative Development and Comparative Completion Rates
The first aim of this study was to introduce the CBLC model, describe its iterative development and components, and then compare participant completion rates of CBLC activities across the three phases of Project BEST, a statewide trauma-focused implementation initiative. The increased training completion rates from Phase 1 to Phase 3 (i.e., 38% to 68%) suggest that the final CBLC iteration (Phase 3) is relatively feasible, as a greater percentage of participants were able to complete all of the required training components. Though reduced training requirements have been tied to changes in LC completion rates (e.g., Ebert et al., 2012) , the increased rates noted here cannot be attributed to the paring down of CBLC components (e.g., four to two learning sessions, fewer consultation calls) that occurred during Phase 1, as participation rates did not significantly increase during Phase 2, but rather during Phase 3. Alternative explanations for the noted increases across the three phases of Project BEST are posited below.
First, Project BEST's initial two phases likely increased awareness of trauma and its impact, as well as the importance of EBPs and TF-CBT specifically, across the state. This increased awareness may have created greater demand for training, as reflected by more participants in Phase 3 compared to Phase 1 (649 vs. 242, respectively). Relatedly, the state Departments of Mental Health and Social Services provided financial support for their employees to attend in Phase 3, so there likely were additional demands and/or supports implemented to encourage completion of all training requirements. These changes in awareness of, demand for, and support of TF-CBT likely contributed to higher CBLC completion rates.
Second, the past decade's surge in implementation research enabled us to improve our CBLC activities and may have helped increase participant interest and training completion. Drawing upon research highlighting the importance of inner contextual factors, such as leadership roles and organizational culture and climate (Aarons et al., 2011; Aarons & Sawitzky, 2006; Aarons & Sommerfeld, 2012; Greenhalgh, Robert, MacFarlane, Bate, & Kyriakidou, 2004) , we increased Exploration Stage efforts to engage senior leaders and help them identify appropriate staff for participation. We also enhanced training content to help senior leaders build a supportive organizational culture and climate for sustained implementation (Aarons et al., 2014; Corrigan, Diwan, Campion, & Rashid, 2002 )-which may have facilitated senior leaders' increased completion of training requirements from Phases 1 and 2 (11% and 16%, respectively) to Phase 3 (76%). Future research might test how these research-based mechanisms affect CBLC outcomes.
Third, we improved Learning Sessions and consultation calls across the first phases. Namely, we increased opportunities for participant interactions and active skill practice (Beidas et al., 2012 , and our Learning Sessions and consultation calls placed greater emphasis on completion of training cases. Moreover, we better utilized data from weekly and monthly metrics to provide feedback to participants and to more carefully track participant engagement in training activities and requirements.
Fourth, external incentives may have promoted greater CBLC participation during Phase 3. After Phase 1, Project BEST's website has maintained a publicly available 'Roster' that lists every professional who has completed all of the CBLC training requirements. Anecdotally, participants reported that being rostered can enhance their credibility with clients and other professionals and lead to more referrals. Relatedly, Phase 3 clinicians may have been motivated by the opportunity to obtain national certification in This document is copyrighted by the American Psychological Association or one of its allied publishers.
TF-CBT (see www.tfcbt.org), which began in 2013 (i.e., just prior to Phase 3's inception), as Project BEST training comprises most certification requirements. Having nationally certified therapists may also benefit leaders of clinical agencies, as this can be a marketing tool, especially given the local and national emphasis on EBPs. Finally, over the past several years, there has been an increased awareness and acceptance of EBPs, with some insurance payors requiring EBP use for reimbursement, as well as federal mandates outlining indicators of quality service delivery (McHugh & Barlow, 2010) . Although such policies have not yet been formally implemented in South Carolina, these factors may have spurred interest in training and thus explain the rise in CBLC participation.
A fifth factor may be the CBLC's inclusion of brokers and participants from multiple service sectors (mental health, child welfare). Compared to the standard LCs that target providers and senior leaders from single agencies, the CBLC's emphasis on cross-discipline, cross-agency training may have increased participation because it promotes shared goals, such as improving referrals for trauma-focused services. Given the noted gains in broker practices related to assessments, psychoeducation, and professional collaboration, CBLC training may improve referral quality, which would benefit clinicians, brokers, and senior leaders, as better referrals combined with better trained clinicians should improve child outcomes (Durbin et al., 2012; Hartveit et al., 2017) .
Potentially due to these factors, CBLC participation and completion rates were relatively similar (e.g., Nadeem et al., 2016) or higher than other comparable training and implementation initiatives. For example, in a LC also focused on TF-CBT training (Ebert et al., 2012) , 61% of their clinicians attended all required Learning Sessions; whereas, 86% of Project BEST clinicians completed all Learning Sessions. Project BEST clinicians also had significantly higher rates of participation for consultation calls (i.e., 74% of clinicians completed the 12 required calls, compared to only 38% of clinicians in the Ebert et al. study who participated in at least four of just seven required calls). Post hoc chi-squared tests comparing findings from the current study to that of Ebert et al. indicated that these differences in Learning Session attendance and consultation call participation were statistically significant and medium in size; 2 (1) ϭ 26.94, p Ͻ .001, h ϭ .60; and 2 (1) ϭ 36.67, p Ͻ .001, h ϭ .72, respectively. Overall, these results support the relative feasibility of the final CBLC model. Further feasibility studies are needed, however, including cost-benefit analyses, since LCs and CBLCs require significant resources (Nadeem et al., 2016) .
Changes in Trauma-Focused Practices
Clinician, as well as, broker participants demonstrated large, significant gains in reported trauma-focused practices. Pre-to post-CBLC, reported use of these best practices increased 26% for clinicians and 51% for brokers. These gains are similar to if not significantly higher than reported practice change from other LCs (e.g., 6 -39%; Vannoy et al., 2011) . Given these reported gains and the large number of statewide participants, the impact of Project BEST and its use of CBLCs is likely to be clinically, as well as statistically, significant, although future studies will need to more thoroughly examine changes at the client-, provider-, and community-levels.
Relatedly, these gains varied by practice domains for both clinician and broker participants. Among clinicians, use of traumafocused psychoeducation, gradual exposure, and coping practices improved more than practices related to personal safety, behavior management, general clinical skills, and multidisciplinary collaboration. For brokers, trauma-focused assessment, psychoeducation, and multidisciplinary collaboration increased significantly; whereas, service planning and referral practices did not change significantly pre-to post-CBLC. Interestingly, clinician practices that had the least improvement (e.g., seeing more than just children in session, working with brokers to address barriers to families attending treatment, and multidisciplinary collaboration) were not specific to TF-CBT. These findings may reflect the fact that TF-CBT specific skills served as the focus of the clinical training and thereby had the most improvement; whereas; these other, more general skills were already an established part of clinicians' repertoire. Similarly, CBLCs seemed to most impact broker practices that were the focus of the training curriculum (e.g., trauma assessment and trauma psychoeducation) and least impact practices that were more likely to be part of a broker's usual job responsibilities (e.g., service planning and referral). Also, for brokers, gains in multidisciplinary collaboration had the second largest effect size; whereas, for clinicians, it had the lowest effect size. These findings are consistent with anecdotal feedback from clinicians who requested more time spent on TF-CBT training, rather than combined training activities designed to foster interprofessional collaboration. This suggests that clinicians may need a stronger rationale for emphasizing collaboration. For example, training could more explicitly convey that such collaboration can improve service access for children and families (Bai et al., 2009 ); client buy-in, engagement, and retention; quality of provider services, and client outcomes (Durbin et al., 2012; Hartveit et al., 2017) .
Senior leaders indicated that CBLCs helped increase their understanding of trauma, trauma-focused services, and their role in training and implementation, including providing visionary leadership, offering practical support for learning and implementation, solving barriers to service, and promoting interprofessional collaboration. Senior leaders also reported positive attitudes regarding the value of TF-CBT and its delivery with fidelity, and gains in issues that apply to other implementation initiatives (e.g., identifying and solving service barriers for families; the importance of interprofessional collaboration for effective service delivery; the use of metrics for quality improvement). These findings suggest that CBLCs may help to increase agency use of and subsequently, client access to other EBPs.
Utility of CBLC Components
While in-person training was highly valued by participants, consultation calls were rated as less useful. This is in spite of research indicating that posttraining coaching or consultation predicts more adherent delivery of cognitive-behavioral interventions (Beidas et al., 2012; Edmunds et al., 2013; Simons et al., 2010) . This raises an important distinction that strategies high in efficacy are not necessarily high in acceptability. Moreover, prior research and anecdotal evidence from this study offer several reasons why consultation calls may not have been rated as highly as other training components. For example, participants may have felt unconnected to other call-participants or felt the consultant was This document is copyrighted by the American Psychological Association or one of its allied publishers.
unresponsive (Beidas & Kendall, 2010) . CBLC clinicians' anecdotal reports suggest additional factors, such as group size (larger call groups were seen as less helpful), group composition (increased performance anxiety if supervisors and supervisees are on the same call group), perceived expertise of the call facilitator; and the use of (or absence of) specific call strategies (e.g., case review, didactics, feedback) affected the perceived utility of and satisfaction with consultation calls. Future research might test how these factors relate to the lower acceptability of consultation calls-and then develop and evaluate interventions to make those calls more acceptable without decreasing their efficacy. Across tracks, clinicians viewed interprofessional collaboration less favorably than brokers or senior leaders did. Given the relation between strong professional collaboration and effective coordinated care (Bai et al., 2009) , these results are somewhat disappointing. Yet, they conform with clinicians' anecdotal feedback that activities focused on interprofessional collaboration detracted from time spent in TF-CBT training-that is, clinicians wanted more, not less, time devoted specifically to the EBP. While understandable, this highlights the need to emphasize the value of interprofessional collaboration to promote coordinated care, as research indicates this improves service use and outcomes (Bai et al., 2009; Palinkas et al., 2014) .
Limitations and Conclusions
The present findings must be considered within the context of several salient limitations. First, Project BEST was designed as a training and implementation initiative; although program evaluation and quality improvement data were collected and used in the implementation process, it was not a research study. We added a research component in 2013 (Hanson et al., 2016) to examine the CBLC's potential effectiveness as a mechanism for building community capacity to deliver child trauma-informed services. This enabled us to examine retrospective CBLC quality improvement data. However, this type of design did not allow for a comparison condition or random assignment to conditions. Nonetheless, this type of observational study permits examination of feasibility and generates important program evaluation data, which can inform future implementation efforts.
A second limitation stems from the reliance on participant report for measures of practice change and perceived utility of the CBLC. Although behavioral observation remains the gold standard for measuring behavior change, the project's aims and budgetary constraints hindered gathering corroborating collateral or observational data. This points to the need for future research to include additional sources of data, such as observational measures of behavior change, administrative data on referrals and service delivery patterns, and qualitative data from key stakeholders, to examine further the impact of participation in a large-scale training and implementation initiative. Finally, since this was an extension of the LC model with new training strategies and targets (e.g., broker inclusion; community target), most measures were designed specifically for this project and warrant further validation in additional settings-particularly since these measures' preliminary psychometrics were promising.
Despite these limitations, the present study presents the CBLC, a novel augmentation of the LC model, and its first use in a large-scale trauma training and implementation initiative. Present findings highlight the CBLC's potential to improve provider practices-and in this case, TF-CBT-across multiple service systems. An important next step is to examine whether and how including brokers and emphasizing interprofessional collaboration impacts client outcomes and the long-term sustainability of traumainformed practices and other EBPs in targeted communities.
